In 1968, Henriksen and B0vrel reported the results of their study on strains of bacteria representative of a group designated as Moraxella, new species 1 by Miss EO King and as group M-1 by later workers at the Center for Disease Control (CDC), Atlanta, USA.2 Although the group showed marked differences from Moraxella spp, the authors considered that the similarities shown were sufficient to warrant inclusion in the genus, and described a new species, Moraxella kingii, later corrected to Moraxella kingae.3 In 1976, Henriksen and B0vre4 presented genetic and phenotypic evidence to justify the transfer of Moraxella kingae to a new genus, Kingella.
Of the 75 isolates of Kingella kingae referred to CDC, 35 were from blood, 14 from throats and 21 from bone-or joint-associated sites.2 However, no information on the clinical significance of the isolates is recorded. We report here three isolations of the species, two from cases of osteomyelitis and one from a case of septic arthritis. This appears to be the first report in which a pathogenic role for Kingella kingae in bone and joint infections is specifically highlighted. 10 June 1981 not to the skin. An x-ray examination revealed rarefaction of the lower part of the manubrium, with a large, soft tissue swelling anterior to the sternum; there were no areas of rarefaction in the skull, pelvis or long bones. The day after admission, the lump was incised and surgically drained of approximately one millilitre of thick, yellow pus and the area of bone was curetted. Histological examination revealed the wall of an abscess. No organisms were seen in a Gram-stained smear of the pus, but culture of the specimen yielded a profuse, pure growth of Kingella kingae. The osteomyelitis was treated with cloxacillin (250 mg six-hourly intravenously, then orally) and penicillin (125 mg six-hourly intravenously, then 200 mg six-hourly intravenously, then 250 mg sixhourly orally) then with penicillin only (150 mg six-hourly orally) when the isolate was found to be sensitive to penicillin. The treatment was continued for six weeks. A scanty growth of a Peptostreptococcus sp was obtained from a swab of the wound four days after the operation; otherwise the wound healed well and the infection responded satisfactorily to antibiotic treatment. PATIENT 
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A two-year-old boy was admitted to hospital on 14 May 1979 with a history of a limp and pain in the left hip over the previous four weeks. An x-ray examination madealmost two weeks before admission had shown a lytic lesion in the metaphysis of the left upper femur and the child was referred to the hospital for further investigations. On admission, the child was afebrile and appeared well. An x-ray examination made the day after admission showed a moderate progression of the lytic lesion; this result, together with that of a bone scan, suggested a diagnosis of low-grade osteomyelitis. Three days after admission, curettage of the femoral neck was carried out. The histology of the curetted material was consistent with a diagnosis of chronic osteomyelitis. A Gram-stained smear of the material showed cellular debris and pus cells, but no organisms; culture yielded a scanty, pure growth of Kingella kingae. Antibiotic treatment with flucloxacillin and ampicillin (both 500 mg six-hourly intravenously) was commenced after the operation; both antibiotics were taken orally after three days and the therapy was continued for six weeks. Apart from a brief, lowgrade pyrexia post-operatively, the patient's recovery was uneventful and he was discharged from hospital nine days after admission. An examination six weeks later showed a satisfactory response to the antibiotic treatment and he has required no further attention. PATIENT 3 A 13-year-old boy was admitted to hospital on 14 January 1978 with a history of pain in the left hip over the previous 24 hours. The 
